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Surveyor: 16385

A COVID-19 Focused Infection Controt survey
was conducted by the South Dakota Department
of Health Office of Licensure and Certification on
9/21/21. The Neighborhoods At Brookview was
found in compliance with 42 CFR Part 483,10 [
resident rights and 42 CFR Part 483.80 infection
| control regulations F550, F562, F563, F583,

i F880, F882, F885, and F886.

A COVID-19 Focused Emergency Preparedness
survey was conducted by the South Dakota
Department of Health Office of Licensure and
Certification on 8/21/21. The Neighborhoods At
Brookview was found in compliance with 42 CFR
Part 482, Subpart B, Subsection 483.73 related to
| E-0024(b)(8).

Total residents: 72
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